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Division of Workers Compensation

ORPHEUS GROUP DEPARTMENT OF PEOPLE SERVICES

800 Fulton Street S.E., Suite 600 -- Manhattan, New York 66642

Phone: (785) 296-3441  Fax: (785) 296-0839

Request for Workers Compensation

1.) Name of Orpheus Group Employee _________________________________

2.) Orpheus Facility Access No. (FAC#) _____________

3.) Date of injury or occupational disease ______________ Time _____









   Y    M    D 

4.) Place of Accident or Last Exposure _____________________________

____________________________________________________________________

5.) Was Accident or Exposure on Orpheus property? (y/n) ____________

6.) How did Accident occur? ________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________

7.) What was employee doing when injured? __________________________ 

____________________________________________________________________

____________________________________________________________________

8.) Name substance, object, or being that caused injury ____________

____________________________________________________________________

9.) Describe nature and extent of injury ___________________________ 

____________________________________________________________________

10.) Was employee admitted to hospital? (y/n) _____ If YES, name of  

hospital ________________________________ Names of primary hospital  

caregivers to come into contact with employee ______________________ 

____________________________________________________________________ 

____________________________________________________________________

11.) Name and address of attending physician _______________________ 

____________________________________________________________________

12.) Is further medical aid required? (y/n) _________

13.) Did employee die?  (y/n) _________

GENERAL INSTRUCTIONS

1. Please answer every question on the accident report.  Incomplete and/or illegible accident reports will be returned for corrections.  Returned accident reports may cause delays in benefits being paid to your injured employees.

2. Submit the original report only.  Reports must be typewritten, computer generated, or neatly printed in black ink.  Please avoid submitting faxed or Photostat copies of accident reports, as they are difficult for the Division to microfilm.

3. It is the employee’s responsibility to insure that an accident report is filed when necessary.  This may be done by sending it directly to the Division within 7 days of the date of Orpheus’s receipt of knowledge of the accident.  

4. It is not permissible to send a report to your insurance carrier, legal representative or any other third party.  Should this Report of Accident, any of its contents, or a copy thereof leave the premises of an authorized Orpheus Group compound the employee will forfeit all potential compensation benefits.  Failure to comply with this section can be grounds for immediate termination.

5. Orpheus employees applying for Workers Compensation are required to re-validate the Orpheus Group Non-Disclosure Agreement (NDA) prior to the processing of any compensation pay.


Federal Privacy Act Disclosure Section 7(a)(2)(B)

The mandatory requirement that social security number be included in forms filled with the Division of Workers Compensation is required by Section 7(a)(2)(B) of the Federal Privacy Act of 1974.
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